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Background. Littleisknown about (1) the range and frequency of bioethicd dilemmas that military
emergency medicine physicians and residents encounter, (2) their most troublesome dilemmas and
concerns, and (3) their ethica reasoning and decision-making in resolving these complex issues. By
identifying the type and frequency of bioethical dilemmas faced by military emergency medicine
physicians and residents, bioethics training can be tailored to address issues that have been identified as
being percaived as the most troubling, having the greatest importance, or are most frequently
encountered.

Method. An anonymous survey was sent to 249 physicians and resdents at Sx military emergency
medicine resdency Stes. The survey collected demographic data, aswell as information on the type
and frequency of bioethica dilemmas faced, the ethica reasoning used, and whether decision-making
models were employed in addressing the bioethical issues. Results. Of the 115 physicians (46.2%)
who responded, an overwheming 98.3% said they had frequently encountered bioethica dilemmasin
thar dinicd practice, with these dilemmas being usudly identified by "gut feding”, “conflicting vaues’,
or by “patientsdedres’. Bioethica dilemmas regarding informed consent, privacy/confidentidly, and
do-not-resuscitate (DNR) orders occurred most frequently, followed by dilemmas regarding triage,
qudity of life, and the dlocation of scarce resources. Dilemmeas described as "most troubling” included
conflictsinvolving DNR stuations, futile care, confidentidity/patient privacy, patient competency, and
alocation of scarce resources. The respondents said they most frequently relied on a mentor or
superior, followed by another professond colleague for assstance in resolving their dilemmeas.
Decisgon-making mode s were rarely mentioned by participants as a preferred way to resolve dilemmeas,
with only twelve participants providing input as to their structured approach to decision-making.

Concluson. The bioethicd dilemmas that military emergency medicine physicians and resdents face



are gpparently common and warrant the attention of physicians, educators, and ethicists. Bioethics
education should go considerably beyond the god of senstizing physicians to bioethicd problemsin
medicine. It should provide physicians with the conceptua, moral reasoning, and interactiond abilitiesto
dedl successfully with most of the mora issues they confront in their daily practice. Thereisagrowing
need for strategies and frameworks that can be used by hedlthcare professionals to organize and present
clinicd information in away that is usefully supportive of the decison-making process and is required of
patients and/or their families. It is recommended that bioethics education be ongoing throughout a
physician’s career and be centered on the kinds of mora problems that physicians encounter most

frequently in practice rather than on sensational cases of the type that occur only rarely.
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CHAPTER ONE

INTRODUCTION

Recent advances in medica technology and research have made possible an unprecedented
level of hedlth care for those living in economically advanced nations like the United States. Fast-acting
pharmaceuticals, cardiac defibrillators, asssted-ventilation, tdlemedicine, atificid organs, and
trangplantation are just afew of the wegpons in our medicd arsend today that Smply did not exist only
fifty yearsago. Nowhereisthis more evident than in the pre-hospital or emergency medicine arena,
where providers are faced with advanced medica technology that has often made dying a choice rather
than an inevitable event. Not coincidentally, the field of bioethics has aso experienced unprecedented
growth over the same time span, with many of the bioethicd issues being driven by the power of our
new technologica medica prowess. All too often it seems as though medicine asks*“ Can we?’ before
asking “ Should we?’ and therefore many Americans are doubtful that bioethics can ever keep pace with
rapidly changing technologies. As technologies advance and the hedlthcare environment changes, the
gruggle to identify pertinent bioethical issues has prompted numerous indtitutiona efforts, including
initiatives of the American Association of Bioethics, The Center for Bioethics, and the Hastings Center
for Bioethics, whose god is to expand bioethical education and stimulate discussion of bioethical issues.
Conditions which Prompted the Study

While the debate continues regarding the nature of bioethics education, there is consensus within
avaiety of hedthcare professons that many hedthcare providers require assstance in identifying and
resolving bioethical dilemmeas and conflicts (Frisnia, 1993). For example, in civilian practice, while some

care providers fed prepared to face bioethical dilemmas, others have doubts about their ability to



recognize mord problemsin patient care (Josen, Segler & Windade, 1986).

Bioethicsis of increasing concern to clinicians. However, the relevance and importance of
ethica problems and bioethicd training to dinica practice have not been adequately studied. It isnot
known how often ethicd problems pose difficulty for clinicians or whether physcians can be made more
aware of ethical problems (Lo & Schroeder, 1981). There are severd reasons why little is known
about the epidemiology of bioethics. It is often difficult to define bioethical problems and no objective
or universa sandard exigts by which a presumed ethica problem may be verified. Numerous medica
groups and associations have developed codes of ethics and professiond guidelines (Green, Mitchel,
Stocking, Cassdl, & Siegler, 1996), and many diverse methods have been used to promote ethica
behavior among physcians. Bioethics education has become one of the more common avenuesin which
to promote and discuss ethical behavior. However, given the overcrowded state of medical curricula,
the competition for student time, and economic congtraints, some measure of effectiveness of teaching
bioethicsisincreasngly sought. Whileit is not known whether training in bioethics dters the number of
cases perceived by a physician as posing ethicd problems or whether, once taught, bioethicd training is
gpplied to dinicd settings, sudies have found that some forms of bioethica training do help. A study by
Pdlegrino et d. found that amgority of respondents who had formd training believed that the training
had been “very or somewhat successful” in enabling them to identify value conflicts, increasing their
sengitivity to patients needs, and helping them to understand their own vaues better or to ded more
openly with mord dilemmas with patients and fellow professonass (Pellegrino, Hart, Henderson, L oeb,
& Edwards, 1985). Despite these findings, we do not know conclusvely whether the training curricula
and guiddines are successful a preparing physciansto act ethically under the strained and difficult

conditions of clinica practice, or whether the ethicad teachings are being applied a the bedside.



Applied biomedicd ethicsis emerging even more dowly in the military hedth care sysem than in
its civilian counterpart. 1ssues of resource alocation, concerns regarding patients' rights, and diminishing
military budgets require sengtivity to the ethicd dimensions of policy development within the military
hedthcare sysem. There have been only limited attempts to assess the understanding of bioethical
dilemmas and conflicts by providersin the military hedthcare system. One of these attempts was a
1993 study which indicated that among a sample population of 121 Army Medicad Department officers,
these officers often lacked an adequate understanding of bioethica conflicts and the meansto resolve
them (Frisina, 1993). The study further identified that senior AMEDD officers often find themsdlves
confronted with bioethica problems for which they seem to lack the ability or mechanism to resolve.
Perhaps most reveding is that for some senior officers, ethics and ethical issues were not perceived to
be of great Sgnificance (Frisina, 1993). It is obvious that more research should be accomplished in this
areato further define what bioethical dilemmas military providers are faced with, and whether these
providers possess the necessary sKills, tools, and confidence to comfortably ded with their resolution.

It is possible that, in order to reduce research duplication, researchers have neglected anaysis of
gtuaions arigng in the military hedthcare system because they assumed that bioethical issues arising
from military Stuations are equivdent to those that arise in civilian settings, which may or may not be the
case.

Bioethica problems have not been well addressed by ethicigs in ether the military, or more
specificaly, the emergency medicine setting. The peculiarities of the emergency setting raise distinctive
bioethical problems or, at least, lend novel twists to the bioethica problems common to medicine
(Iserson, Sanders, Mathieu, & Buchanan, 1986). Because of the unique setting, there are bioethical

problems specific to the goeciaty worthy of distinct inquiry.



Like ther civilian peers and other hedth professonds, military emergency medicine physicians
and residents function in accordance with various ethica codes, such as the Hippocratic Oath, the
World Medicd Organization's Declaration of Geneva, and the American College of Emergency
Physicians Ethics Code (Sanders, Derse, Knopp, Maone, Mitchdl, Moskop, Sklar, Smith, & Allison,
1991). These professonal oaths and codes of ethics are an important source of mora guidance for
physicians. In addition to the codes that their civilian counterparts follow, these military physicians
assume one st of obligations as physicians, including beneficence, nonmal eficence, and respect for
autonomy. They aso assume another set of obligations as members of the Armed Forces, such as
maintaining combat readiness and maximizing the fighting srength of the force. These differing
obligations may come into conflict as restricted autonomy, triage, and limited confidentidity in the
military hedthcare setting are necessary.

Statement of the Problem

Currently, there is no system in place to adequatdly identify the type of bioethicd problems
being confronted by military physicians working in emergency medicine departments, nor the frequency
in which the dilemmas are occurring.  Additiondly, the ethical reasoning and decison-making employed
by these physicians has not previoudy been assessed. As such, no attempts can currently be made to
assg emergency medicine physcians in coping with the specific bioethicd dilemmas that are unique to
military emergency medicine departments.  Thislack of research has resulted in a knowledge gap
concerning whether emergency medicine providersin the military hedthcare system reedily identify and
ded with bioethicd dilemmas. If 0, what dilemmas are most frequently encountered in emergency
medicine operations? Do these physicians currently have the ability to seek adequate resolution of the

dilemmas? What skills, knowledge, and ahilities can be influenced or enhanced by ethics committees or



education and training efforts?
Literature Review

Despite the prominence of bioethicsin medicine thereislittle collected information on
physicians perceptions of bioethicd problemsin clinical settings or how physicians fed these dilemmas
affect them. While studies have examined related occurrences - such as the dteration of medical
sudents outlooks and attitudes concerning their ethica environment (Wolf, Balson, & Faucett, 1989),
and physician desengitization to certain mord issues (Hafferty, 1991; Sdf, Badwin, & Wolinsky, 1992,
and Hebert, Medin, & Dunn, 1992) - the ethicdl life of practicing physicians remainslargely enigmétic
(Bickel, 1991).

Mogt of the published research has focused on the bioethica dilemmas of medica students and
interns. There have been few attempts to evauate hedthcare providersin their respective clinical
environments. Hence, the type and frequency of bioethicd dilemmeas that physicians identify are
reaively unknown, with afew exceptions. Lo and Schroeder prospectively studied hospital-based
physicians and found that physicians reported that one of every six casesin agenera medica ward of a
university hospita presented serious bioethica problems - the frequency increased to one-third of al
cases when assessed by an internist with training in bioethics. This study shows that bioethical problems
may be under-identified in this setting (Lo & Schroeder, 1981). Davis used an open-ended survey to
define arange of clinical Stuations viewed as bioethica problems by Canadian nurses (Davis, 1988).
Gramelspacher et d. interviewed acute care physicians and nurses about past cases and found that
while physicians and nurses recalled smilar ethica problems, most of these problems revealed conflict
among hedth professonas (Grame spacher, Howdll, & Young, 1986). Since different methods were

used in these studies, it is difficult to know whether bioethicd problems have become more prevadent,



whether sensitivity to bioethics problems has increased, or whether future methods will dicit higher
reporting.

Mogt of the recent literature on bioethics education has focused on what core curriculums
should include, how the materid should be taught, and how it should be andyzed (Culver, 1985;
Beauchamp & Childress, 1989; and Seedhouse, 1991). Thereis considerably less discussion,
however, of what bioethicd issues physicians actudly confront, and the impact the resulting dilemmeas
might have on the physicians as they adapt to the clinicad world and make decisions concerning their
own conduct and role. In other words, current thinking does not situate bioethics education within the
context of ongoing ethicad development (Bickel, 1991).

In addition to the type and frequency of bioethical dilemmeas, the ethica reasoning and decision-
making models that physicians employ are aso of importance in painting an accurate picture of the
ethicd environment in which physicianswork. Many physcians experience congderable difficulty in
using what they know about ethics to help them make competent bioethical decisonsin their day-to-day
clinicd practice (Myser, Kerridge & Mitchell, 1995). Again, thereislimited research in this area even
though there has been a widespread recognition among clinicians of growing but unmet needs for
competency in bioethics (Bissonette, O’ Shea, Horwitz, & Route, 1995). It isin making decisonsand
living with their consequences that bioethics ceases to be only atheoretical discipline and beginsto
become a professiona code of conduct (Kass, 1990; and Coles, 1979). Beginning this decade,
atention has been given to assesang the ahility to recognize and anayze globd bioethicd issues unique
to various clinica settings, such as clinicsfor pediatrics, geriatrics, or intensve care medicine (White,
Hickson, Theriot, & Zaner, 1995). The current lack of research in emergency medicine settings

provides an opportunity for expanded research and analysis, especidly in the military hedthcare system.



Purpose

This project grives to extend current knowledge about bioethical dilemmas, and their
subsequent resolution, as percelved by military emergency medicine physicians and resdents. Along
with identifying bioethical dilemmeas, clinicd ethica reasoning and andyss are skills as centrd to good
patient care asis the efficient gpplication of biomedical knowledge in diagnosing and establishing a
prognosis. In order to bridge the gap between the possession of bioethical knowledge and its actud use
in dlinicd decison-making, an andyss of the way dinicians identify and attempt to manage bioethicd
issuesinthear clinicd practiceis needed. Therefore, this project will not only assess emergency
medicine providers knowledge of the types and frequency of bioethical dilemmas and actions arising
from diagnogtic and treatment strategies, but also assess provider reasoning when dealing with these
dilemmas, and assess what decison-making mode (if any) isemployed in resolving the dilemmas.  This
three-pronged assessment is hecessary snce smply trying to “apply” the knowledge of bioethica
theories, principles, concepts, and rulesin the clinical setting does not ensure bioethica competencein
clinica decison-making. In addition to providing information in the aforementioned aress, the study
collects information on the training background of participants, and the use and perception of ethics
committees. Thisinformation can be used to gauge the vaue of both ethics training and ethics
committees,

By assessaing thisinformeation, bioethical training can be tailored to address these issues and their
resolution, the quality and appropriateness of decisions can be strengthened, and support can be
provided to those making decisions that impact the health and well-being of patients. This research will
aso hdp narrow the knowledge gap concerning whether emergency medicine providersin the military

hedthcare system readily identify and ded with bioethicd dilemmeas.






CHAPTER TWO

METHODSAND PROCEDURES

This study begins to demondirate the range of bioethica dilemmeas occurring in military
emergency medicine departments and initiates the process of categorizing the dilemmas confronting
emergency medicine physicians and resdents. The current study was designed to obtain descriptive
basdline data and to suggest educationa and policy approaches for dealing with the full range of
bioethica problems that confront these clinicians.

Six emergency medicine residency programs currently exist in the military heath system.
Medicd officer gaffing of these emergency medicine department range from 34 to 47 physcians (staff
and residents combined). The programs are located at:

Brooke Army Medica Center/Wilford Hall Medica Center, San Antonio, Texas
Darndl Army Community Hospitd, Fort Hood, Texas

Madigan Army Medica Center, Tacoma, Washington

Nava Medicad Command, Portamouth, Virginia

Nava Medicd Command, San Diego, Cdifornia

Wright State University, Dayton, Ohio (Wright-Patterson Medical Center)

Program directors at each of the sx resdency sites were contacted about the possibility of
adminigtering the survey a their ingtitutions. All six of the centers agreed to participate. At the author's
request, the program directors or the chief residents notified the emergency department physicians and
residents about the survey and encouraged them to participate. Staff physicians and residents were
assured that responses would be confidential and that only aggregate data should be reported.

With approva to survey dl six facilities, the project encompassed al Army, Air Force, and

Navy hospitas that currently have emergency medicine residency programs and solicited information



from dl emergency medicine physicians and resdents stationed at these fecilities. These Stesare
recognized as being staffed by respected leaders in the emergency medicine fidld as well as providing
the military hedlthcare system with its future emergency medicine physicians. The project focused on:

the type of bioethica dilemmas faced,

the frequency of bioethica dilemmas faced,

the ethica reasoning employed in resolving the dilemmeas, and

the utilization of decision-meking modelsin dedling with these bioethical dilemmas

Survey Instrument

The survey instrument was a sdf-administered questionnaire. The survey insrument was
developed specificaly to collect data on addressing objectives of this sudy. Portions of the survey
were extracted from a previous pilot survey of Army Medica Department Officers (Frisina, 1993) in
which senior Army officers were queried concerning their understanding of bioethica dilemmas and
conflicts. Theremainder of the survey consists of questions designed to gain a broader insght into what
specific bioethica dilemmas are most frequently faced by emergency medicine physicians and residents
and how they confront these dilemmas in their day-to-day practice. The survey was aso designed to
obtain demographic information and a basdine assessment of content knowledge in biomedicd ethics
perceived by each subject.

The survey conssted of twenty-six questions and generally took 15-30 minutes to read and
complete. The questions provided multiple-choice, dichotomous, and scaled options as possible
answers, aong with open areas for explanation of answers not covered in questions. Six demographic
questions focused on rank, age, gender, job title, length in position, and geographica location while two

open-ended questions asked participants to describe decision-making models they have used and
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troublesome dilemmas they have encountered. The remaining sections of the survey were divided into
content areas. A mgority of these survey questions asked participants to rate the frequency of exposure
to the subject area using a Likert-type scae. The response scale ranked from a high of “1” for
“frequently” to alow of “5” indicating “never”. The survey was pre-tested for clarity on a sample of
non-participating emergency room personnd prior to distribution. Copies of the survey instrument are
available a Appendix A.

Theinitid mailing of survey ingruments, including pre-paid return envelopes, was ddlivered to dl
facilities January-February 2000. A cover letter attached to the five page questionnaire explained the
nature and scope of the study, informed the providers of voluntary participation, and reiterated that
participation and responses would be kept anonymous. The surveys were encoded with a geographica
location in order to track distribution of participants. This encoding also enabled a follow-up contact to
encourage better participation from poorly responding sites. In keeping with recommended rates, a
target response rate of 30% or greater was desired (Cooper & Schindler, 1998).

For clarity purposes, the operationd definition of a bioethical dilemmawas provided as“a
gtuation in which thereis a question of what one ought to do, rather than what is usualy done or can be
done, and that which requires aresolution of value choices, as opposed to resolving merely factud or
scientific matters’. For example, when dedling with the withholding of medical trestment, does “doing
good” for the patient (beneficence) override “doing no harm” to the patient (nonmaeficence) - the
conflict of these differing values resultsin an ethicd dilemma This definition is congstent with standard
definitions on medicd ethics (Clouser, 1979; Ladd, 1979; and Beauchamp & Childress, 1979) and
was explained in the letter attached to the survey.

Survey Reliability and Validity

11



Asthis survey instrument has been congtructed specificaly for this sudy, and only a portion of a
previoudy used survey indrument was used, there is currently no literature to indicate a conastent level
of religbility for the survey instrument.

An expert vdidity methodology was utilized for the survey and the instrument was pilot tested
for face vdidity prior to administration (experts included one emergency medicine physician, one
ethicig/lawyer, one ethicis/chaplain, and four senior hedthcare administrators). Expert reviewers
affirmed the vdidity of the insrument, indicating that the survey was reflective of its intended content
emphasis for each area and sub-topic. The reading level was congruent with college level vocabulary
and the average time to complete the survey was 15-30 minutes.

Participants comments have been thematically categorized and integrated with the quantitative
findings 0 asto illudtrate, elaborate, and qualify specific aspects of reported dilemmas. Descriptive
andyses and graphicd displays have aso been used to code and examine the relationship between the
responses and the various positions of respondents.

Target Population

All emergency medicine physicians and resdents from the six Stes were encouraged to
paticipate. This population included al emergency medicine physicians and residents currently
stationed a Brooke Army Medica Center/Wilford Hall Medica Center, Darndl Army Community
Hospital, Madigan Army Medica Center, Naval Medicad Command San Diego, Naval Medicdl
Command Portsmouth, and Wright-Patterson Medica Center.

This target population provides the study with a cross-section of Army, Navy, and Air Force
professondsin the emergency medicine arena. In addition to the service branch diversity, participants

in the study hold a variety of duty positionsto include: Chief of the Emergency Medicine Department,
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emergency medicine saff physician, and emergency medicine resdent.
Ethical Considerations

Survey participant confidentidity is an important consderation whenever survey methods are
employed and anonymity of dl participants in the survey is protected and maintained. To ensure
confidentidity, only consolidated survey reports are presented.

Throughout this study, patient information asit relates to bioethicd dilemmasis examined. Any
patient information divulged during the survey processis protected under The Privacy Act and other
patient protection policies. These policies require extreme diligence and, among other things, preclude
disclosure of names, socid security numbers or other persona data. The patient information involved in
this sudy islimited to the physician’s subjective andyss of the bioethicd issues surrounding the patient.
No names or other identifying information on patients have been collected and any reference to patients

is presented in gtatistica form or anonymous vignettes only.
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CHAPTER THREE

RESULTS

Of the 249 potentid participants, 115 returned their surveysfor an overdl return rate of 46.2%.
Specific return rates for staff versus residents was 50.1% and 44.2% respectively. Response rates for
facilities ranged from 30% to 76.5%. Other than response rates, andysis failed to show any other
sgnificant differences in the means of the Six resdency dtes. Therefore, the combined data from dl Sites
were used to compute descriptive statistics, and all results are based on the responses of the 115
physicians who participated in the survey.

Andysis of data and descriptive satistics were derived using the computerized satistica
goplication of SPSS. In the analysis of the responses, frequency distributions were examined, as were
means and standard deviations of selected variables. A small percentage of missing data was replaced
with satistical estimates. Percentages were rounded when appropriate.

Demographic Analysis

Various measures of central tendency (i.e. mean, median, mode, and SD) were recorded for
subjects responses based on the age, gender, rank, title of current position, time in current position, and
geographica location.

The responding physicians ranged from 25 to 54 years of age (mean age of 35). Respondents
were primarily mde (91.3%), in kegping with the generd trend for mae dominancein thisfied,
epecidly inthe military setting. Participantsin this survey hold a variety of duty positions ranging from
directors of emergency departments to first year emergency medicine resdents. Staff members

provided 33.9% of the responses, with residents contributing the remaining 66.1%. The range of
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military rank for the participants support the spread of duty positions and staff/resident distribution, with
over one haf (53%) of the respondents reporting their rank as 0-3 (typicdly the rank of aresident), and
another third (34.8%) reporting arank of 0-4 (possible saff or resdent). In addition to the remaining
13 officers (eleven 0-5's, and two

0O-6'), one civilian staff member responded to the survey. The average mean duration of time in current
position was 22 months (range = 1-96 months). At basdline, there were no significant differences

among the staff versus resdent demographic characterigics. Table 1 summarizes findings of

demographic andysis.
Table 1. Demographicsof Physicians Responding to the Questionnaire*
No. (%)
Mean age in years (range) 35 (25-54)
Gender, male 105 (91.3)
Rank
0-3 61 (53)
O-4 40 (34.8)
0-5 11 (9.6)
0-6 2(1.7)
Staff 39(33.9)
Residents 76
(66.1)
Mean timein current position, months (range) 22 (1-96)
Location
Brooke Army Medical Center/Wilford Hall Medical Center 21 (18.3)
Darnall Army Community Hospital 26 (22.6)
i i 19 (12 9)

* N=115

| dentification and Recognition of Bioethical Dilemmas
An overwheming 98.3% of the participants said they had encountered bioethica dilemmasin
their clinical practice. Two participants (1.74%) stated they have never encountered a work-related

bioethicd dilemma. The high rate of respondents encountering work-related bioethica dilemmasis not
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surprising, especidly given the nature of today's hedthcare environment. What is surprising isthat for
those who indicated they had experienced a work-rdated dilemma, one-fourth were not willing to write
anarrative to describe the problem and how the issues were resolved.

Of those identifying bioethicd dilemmas in the work place, by far the most popular response to
identifying or recognizing adilemmawas "gut feding” - in fact 36.2% ranked it as being used most often.
Resdents where found to have rdied more heavily on ther “gut fedings’ than saff physcians. Among
al respondents, the next most powerful factors influencing their approaches to bioethica issues were
“conflicting values’, followed by “patients desires’. Used less frequently were the “law”, “ethics
education”, and “rdigioustraining” (in order of frequency cited). Observation of otherswas rardly used
which is not unexpected consdering the emergency room setting and the autonomy of the physicians.
Unexpectedly,
only one physcian mentioned using a decison-making model, with none of the participants
mentioning professond codes, sandards of care, or command policies. Figure 1 displays

breakdown.

Figure 1. Identification and Recognition of
Bioethical Dilemmas
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Type, Frequency, and | mportance of Bioethical Dilemmas

Emergency physcians and residents were asked to rank twenty bioethica dilemmasin order of
importance to an emergency department. The results from this forced-distributiony ranking scae are
graphicdly disolayed in Figure 2. In addition to these twenty
dilemmas, respondents noted "other" dilemmeas as equdly important: practicing procedures on the newly
dead, use of abortifacients (post-rape), physcian-asssted suicide, adminigtration of the morning-after
pill, and staff rights to refuse to participate in mordly objectionable trestments.
By asking participants to rank bioethica dilemmas relative to each other, the survey tried to determine

what dilemmas were consdered “most important” in the day-to-day operations of the emergency

departments.
Figure 2. Importance of Bioethical Dilemmas
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When questioned as to whether these specific topics had presented ethica conflicts for them
“frequently”, “often”, “sometimes’, “rardy”, or “never”, the physcians sated that bioethica dilemmas
regarding informed consent, privacy/confidentialy, and do-not-resuscitate (DNR) orders occurred most
frequently, followed by dilemmas regarding triage, qudity of life, and the dlocation of scarce resources.
Table 2 charts the mogt frequently encountered problems.

Table 2. Frequency of Bioethical Dilemmas

I ssue Frequently |Often Sometimes |Rarely Never
Informed consent 18.3% 29.6% 26.1% 21.7% 2.6%
Duty to treat 3.5% 12.2% 38.3% 27.8% 16.5%
Qudlity of life 9.6% 20.9% 46.1% 19.1% 2.6%
Patient competency 5.2% 23.5% 47.8% 20.9% 0.9%
Privacy/confidentiality 15.7% 30.4% 24.3% 25.2% 2.6%
Triage 9.6% 22.6% 20.0% 35.7% 10.4%
Truth-telling/disclosure 7.8% 23.5% 33.9% 25.2% 7.8%
Physician/patient relationship  |3.5% 22.6% 40.0% 26.1% 6.1%
DNR orders 13.0% 32.2% 28.7% 22.6% 1.7%
Withholding trestment 4.3% 10.4% 42.6% 36.5% 4.3%
Rights of minors 1.7% 13.9% 47.0% 30.4% 5.2%
Allocation of resources 7.8% 23.5% 27.8% 27.0% 12.2%
Futile treatment 4.3% 24.3% 47.8% 20.0% 1.7%
Refusal of care 7.0% 14.8% 47.0% 25.2% 4.3%
Action of a colleague 0.9% 4.3% 45.2% 40.9% 7.0%
Conflict of interest 0.0% 12.2% 29.6% 45.2% 11.3%
Withdrawing treatment 0.9% 10.4% 39.1% 40.0% 7.8%
Organ donation 0.9% 7.0% 28.7% 40.9% 20.9%
Use of controversia therapies |1.7% 2.6% 27.8% 54.8% 11.3%

Note. Due to rounded percentages and non-response from 2 participants, percentages will not necessarily equal 100%.

Lastly, adiverse st of problems was described in response to the open-ended question, "What
are the three mogt troubling dilemmas that you have experienced in emergency medicine?' Coded
categories were devised from these descriptionsin order to group and quantify responses. Two-
hundred-fifty-two responses were received, with 73% of the respondents providing narratives. These
narratives most often described conflicts involving DNR stuations, followed by futile care,

confidentidity/patient privacy, patient competency, and dlocation of scarce resources. Smdler
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proportions of respondents mentioned conflicts related to rights of minors, withholding of care, refusd of
care, conflicting wishes of family memberg/patients, and various other recurring conflicts. The
participant’' s comments were andyzed quditatively and quantified into the coded categories for andyss.

A great ded of effort and thought gppears to have gone into the input and it is noteworthy that
these respondents took the trouble (and time) to write the narratives. On the whole, answersto the
open-ended question corresponded well with the related questions on the more structured portions of
the questionnaire.

These narratives often expanded on military-specific aspects of bioethica dilemmas. Numerous
narratives voiced concerns about patients privacy/confidentiaity issues relaing to
active duty service members. Apparently many of these physicians have ethica problems with
“commander and chain of command” requests for “confidentia” medica information on active duty
members. Although these narratives typically focused on privacy/confidentidity issues, the same
problems could occur in examining the detriment these requests can have on physcian-patient privilege.
Another contentious issue appears to be the dlocation of scarce resources - while this may be more
prevaent in the managed care environment sweeping the nation, a number of narratives addressed the
“promise of hedthcare for life’ as an ethicd factor. These physicians apparently find it troublesome that
retirees and their family members are unable to acquire hedlthcare services a military hospitals.

Teble 3 highlights the digtribution of the top eight ethicaly rdlevant features throughout the 252
narratives. Each category is listed with the number and percentage of casesinit. A complete summary

of narrative breakouts is provided a Appendix B.
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Table 3. Troublesome Bioethical Dilemmas Reported by Participants

Situation No. (%)

DNR orders 35 13.9%
Futile Care 22 8.7%
Allocation of scarce resources 16 6.3%
Patient Competency 12 4.8%
Confidentidity 11  4.4%
Rights of minors 10 4.0%
Withholding of care 8 3.2%
Refusd of care 8 32%

Inlooking at the frequency of bioethica dilemmeas reported, it is not surprising that only three of
the emergency physicians and residents reported that these dilemmas never affected their productivity
(2.6% of tota participants).

Assistance in Resolving Dilemmas

With the type and frequency of bioethica dilemmas reported, and with the complexity of the
issues faced, it is not unreasonable to expect that alarge percentage of physicians require assstancein
addressing the problems. In fact, 78% of the respondents stated they had sought assistance, in one
form or other, in resolving these conflicts. In order to determine what resources were most frequently
utilized, the participants were asked, "From whom, and how often, have you sought help?' The
respondents said they most frequently relied on a mentor or superior, followed by another professiona
colleague for assstance in resolving their dilemmas. These answers correspond well with what is
expected in a"training environment™ such as aresdency program. Of interest isthat "spouseffamily
member" was the third most frequently used resource in which help was sought, followed by "military
directives’, "lawyer" and "religious leader”. Ladtly, ethics committees and ethics consultants were the

least used, in spite of their expertisein thisarea. Table 4 displays the breskdown.
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Table 4. Resources Utilized in Resolving Dilemmas

Issue Frequently | Often | Sometimes| Rarely | Never | Weighted

Summation
Spouse/family member 52%| 11.3% 24.3% 21.7% 13.9% 232 #3
Religious leader 0.9% 7.0% 17.4% 21.7% 29.6% 181 #6
Professiond colleague 104%| 235% 27.8% 13.0% 1.7% 296 #2
Military directives 0.9% 6.1% 21.7% 28.7% 19.1% 196 #4
Mentor or superior 13.0%| 21.7% 32.2% 7.0% 2.6% 305 #1
Lawyer 3.5% 5.2% 13.0% 27.0% 27.8% 183 #5
Ethics consultant 1.7% 1.7% 6.1% 28.7% 38.3% 149 #8
Ethics committee 1.7% 0.0% 12.2% 32.2% 30.4% 161 #7

Oneindividud pointed out that lawyers and ethics committees are frequently "not available’

after-hours, and often not able to respond in an expedient manner when needed. However, dthough

not utilized frequently, an overwheming number (75%) of the respondents believe that thereis aneed

for bioethics committees at their facilities (20% were undecided and 5% did not see such a need).

Only 2% dated that their facility does not currently have such a bioethics committee, athough 14%

were unsure of whether one existed or not.
Resolution of Dilemmas

With or without assistance, the respondents were asked to identify ways in which they most
often resolved these conflicts. Overwhelmingly, the respondents desired to maximize good or happiness
of the individua (beneficence) and to avoid doing harm (nonmaleficence). Rarely did respondents
report resolution of the dilemma by opting to conserve scarce resources. Likewise, few individuas
indicated that dilemmas were resolved with the benefit to salf or othersin mind.

Decision-making models were not mentioned by any of the participants as a preferred way to
resolve dilemmas. However, when asked specificaly about utilization of decison-making modelsin
confronting ethical dilemmas, twelve participants provided input